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{L 000} INITIAL COMMENTS {L 000}

 This was a revisit for the Federal recertification 

and state licensure hospice survey completed on 

October 7, 8, 9, and 15, 2014. 

Survey Date:  November 24, 2014

Facility #:  009876

Medicaid Vendor #:  200988640

Surveyor:  Miriam Bennett, RN, PHNS

                          

Two (2) Conditions of Participation and twenty 

two (22) standard level deficiencies were found 

corrected during this survey.  

Hospice Advantage is in compliance with 16-25-3 

and the Conditions of Participation 42 CFR 418.

Quality Review: Joyce Elder, MSN, BSN, RN

November 25, 2014
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